
Original to:
    Register in Probate
    of county listed above

Copy to:
    STATE OF WISCONSIN
    Department of Health and Family Services
    Estate Recovery Program Section
    P.O. Box 309
    Madison, WI 53701-0309

Copy to:
    COUNTY CLERK
    of the decedent’s county of residence

DEPARTMENT OF HEALTH & FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing Wisconsin Statutes
HCF 13033 (Rev. 11/02) (formerly known as HCF 1075) Section 859.07

PROBATE CLAIMS NOTICE

Completion of this form is required according to Wisconsin Statutes ss. 859.07(2), 867.01(3)(d), and 867.02(2)(d).  Personal
identifying information will only be used in the administration of the Estate Recovery Program and will not be disclosed to
other agencies.  Failure to complete this form is covered under Wisconsin Statutes ss. 859.02 and 865.17.

In the Matter of the Estate of: STATE OF WISCONSIN, Circuit Court Branch
Name of Deceased
                    

County
                    

Social Security Number
                    

Type of Probate
                    

Date of Death
                    

File Number
                    

Date of Birth
                    

Final Date to File Claims
                    

Check here if the Deceased received any of the following:
§ Medicaid benefits under s. 49.46 or 49.47, Wis. Stats.;

§ Medicaid Community Waiver Program(s) benefits under s. 46.27 through 46.278, Wis. Stats.;

§ Medicaid or Non-Medicaid Family Care benefits under s. 46.286, Wis. Stats.;
§ Medicaid Purchase Plan (MAPP) benefits under s. 49.472, Wis. Stats.;

§ Wisconsin Community Options Program (COP) benefits under s. 46.27, Wis. Stats.;
§ Wisconsin Chronic Disease Program (WCDP) benefits under s. 49.68 through 49.685, Wis. Stats.

Check here if a predeceased spouse of the Deceased received any of the following and include his/her name and
Social Security Number below (if more than one spouse please attach additional sheet):
§ Wisconsin Community Options Program (COP) benefits under s. 46.27, Wis. Stats.;
§ Wisconsin Chronic Disease Program (WCDP) benefits under s. 49.68 through 49.685, Wis. Stats.

Name of predeceased Spouse                                                  SSN of predeceased Spouse                                               
(Disclosure of Social Security Number of a Medicaid recipient is mandatory per 42 U.S.C. 1320b-7)
(Disclosure of Social Security Number of a non-Medicaid recipient is voluntary.  The Social Security Number will only be used for the
identification of COP and WCDP recipients and for the administration of the Estate Recovery Program)

Name of Personal Representative/Petitioner
                    

Mailing Address
                    

Name of Attorney
                    

Mailing Address
                    

* * * PROOF OF MAILING * * *

I,                                                                being duly sworn on oath certify that on the                             day of                                   20          

mailed via the U.S. Postal Service, by registered or certified mail, a true and correct copy of this Notice to the State of Wisconsin and to

the County Clerk of the decedent’s county of residence, and I have filed the original Notice with the Register in Probate for the county

listed above as required by ss. 859.07, 867.01, and 867.02, Wis. Stats.  They have been mailed as follows:

Subscribed and sworn to before me

on                                                                                            

                                                                                                

Notary Public/Court Official

My commission expires                                                            

Signature



MEDICAID/BADGERCARE FAIR HEARING INFORMATION

If you are not satisfied with a Medicaid/BadgerCare decision you may appeal the decision by requesting a Fair Hearing in writing or in person at
your local county/tribal social or human services department.  You may also write to:

The Department of Administration
Division of Hearings and Appeals
PO Box 7875
Madison, WI 53707-7875
(608) 266-3096 (voice)
(608) 264-9853 (TTY)

If you need an accommodation for a disability or a language translation, please call (608) 266-3096 (voice) or (608) 264-9853 (TTY).  These
telephone numbers are only for the administrative hearing process.

You, your chosen representative (if any), and the local county/tribal social or human services department will receive written notice at least 10
days before the fair hearing explaining the schedule time, date and place of the hearing.  The hearing will be held in the county where you live.

If you file an appeal of a discontinuation, termination, or reduction of benefits before the date the change was to take effect, your coverage can
continue pending the hearing decision.  The appeal should include important facts of the matter and your Medicaid ID number.

Your request must be received within 45 days of the action you are appealing.

PREPARING FOR A FAIR HEARING
You have the right to bring witnesses, your own lawyer, or some other advisor to the fair hearing.  The agency cannot pay for a lawyer to represent
your side of the story, but they may be able to help you find free legal assistance for questions or fair hearing representation.

You have the right, both before the hearing and during the hearing, to see the agency’s written materials about the case, including your case
record, upon which the agency based its decision.

You or your representative has the right to question anyone who testifies against you at the fair hearing.  You also have the right to your own
arguments and bring written materials showing why you think you are right.

If the fair hearing is about whether you are or are not incapacitated or disabled, you have the right to present medical evidence for proof, paid for
by the agency.

If you cannot speak English or require sign language, you have the right to have an interpreter present at the hearing.  The Division of Hearings
and Appeals may authorize payment for necessary translation or interpreters if you ask.

CONTINUATION OF BENEFITS
If you ask for a fair hearing before the effective date of the agency’s action your Medicaid benefits will not be reduced or terminated until after the
results of the fair hearing are known.  You are still required to report any changes in your circumstances while your hearing is pending which may
affect the level of your benefits.  Asking for a fair hearing does not cancel out normally scheduled interview periods.

EFFECTS OF THE FAIR HEARING
If the fair hearing decision is in your favor:

� No action will be taken against you by the agency.
� If benefits have been terminated, they will be reinstated.
� The date of reinstatement will be listed in the copy of the decision you receive, ordering the agency to reinstate your benefits.

If the fair hearing goes against you:
� The agency’s action will stand and you may have to pay back the cost of any benefits you received that you should not have

received.

REHEARINGS
After you have received the fair hearing decision, you have the right to ask for a rehearing if:

� You have important new evidence that you could not have made available even if you tried, before the hearing that could change the
decision.

� You feel that there was a mistake in the facts of the decision.
� You feel that there was a mistake in the legal basis of the decision.

If you would like a rehearing, a written request must be received within 20 days from the date of the written decision the Division of Hearings and
Appeals.  The state hearing’s office will decide within 30 days in a rehearing is justified.

APPEALING A FAIR HEARING OR REHEARING DECISION
If you do not agree with the fair hearing or rehearing decision, it is still possible for you to appeal to the Circuit Court in your county.  This must be
done within 30 days after you have received the written decision about the fair hearing or within 30 days of the denial of the rehearing request.  An
appeal to the Circuit Court must be completed by filing a petition with the Clerk of Courts in your county.  It is best to have legal assistance, if you
decide to appeal a fair hearing decision in Circuit Court.
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